1. Introduction {#sec1}
===============

Epilepsia partialis continua (EPC) is a rare and unique condition whereby a patient experiences continued focal seizures [@bib1]. These seizures generally have a cortical origin and consist of continuous muscle jerking, though subcortical mechanisms have been suggested. EPC is currently seen to be a type of seizure instead of a form of epilepsy, branded under focal status epilepticus [@bib2]. The pathophysiology is still yet to be fully understood, with no single mechanism currently responsible for EPC. Characteristically, a causal relationship has been established between EPC and lesions involving the motor cortex [@bib3; @bib4]. Such examples include vascular disorders i.e. stroke, tumours, encephalitis, trauma, multiple sclerosis and infective lesions i.e. tuberculosis [@bib3]. Prognosis is highly dependent on the underlying cause and in commencing prompt treatment. Thus, the search for the cause is of supreme importance. The presence of characteristic semiological features allows EPC to be diagnosed and differentiated from other movement syndromes [@bib4].

2. Presentation of the case {#sec2}
===========================

2.1. History {#sec2.1}
------------

A 66 year old lady presented to the Emergency Department via Ambulance with tonic-clonic seizures lasting 10--30 s every 3 min. They caused her body to become stiff followed by twitching of the arms and legs. She had not been seen for 3 days and was found in bed catatonic. She didn\'t remember the event and had never felt like this before. The last thing she could remember was watching TV at home 3/7 ago. She lives alone and has a history of alcoholism.

2.2. Past history {#sec2.2}
-----------------

She is a type 2 diabetic for which she takes Pioglitazone 10 mg and has a 10 year history of depression for which she takes Citalopram 10 mg. She has hypothyroidism which is treated by Levothyroxine 100 mcg and sleep disturbances for which she is given Zopiclone 3.75 mg. Her acid reflux is treated with Omeprazole 20 mg. She has a history of alcohol dependency, but claims that she no longer drinks. There were no signs of alcohol withdrawal. Multiple previous admissions with collapses have been noted in March 2014 and December 2013 with no unifying cause identified. No history of seizures as a child and no recent head injuries were reported. She has no known allergies.

2.3. Examination {#sec2.3}
----------------

Upon examination, the patient was alert and observations were unremarkable. Observations on arrival revealed respiratory rate of 22 breaths per minute, O~2~ saturation 95% on 1 L of O~2~, afebrile, blood pressure 145/65 and heart rate of 80 beats per minute. She was given diazepam 10 mg IV and phenytoin 150 mg PO and her seizures stopped temporarily. The seizures were no longer tonic-clonic but evolved into focal motor, with right-sided facial twitching lasting for 2 min. They were no pre-ictal symptoms and no post ictal phase. She was unconscious and claimed to have no memory of the event. Her cardiovascular and gastrointestinal systems were unremarkable. On examination of her respiratory system, right basal consolidation with right basal crepitation was reported.

2.4. Investigations {#sec2.4}
-------------------

Her blood results, displayed in [Table 1](#tbl1){ref-type="table"}, were all normal apart from a raised GGT and slightly raised CRP. Lumbar puncture (LP) and non-contrast head computerised tomography (CT) scan were also normal which led the team to consider whether this was a pseudoseizure. A blood alcohol test was not performed and her urine dipstick was normal. The patient seemed to be unconscious during seizures but was noted to be rousable during the episodes, although she claimed to have no recollection of them after.

2.5. Video evidence {#sec2.5}
-------------------

This revealed focal motor seizures on the right side of her face. Consent was obtained from the patient, clinical photography and legal department with a signed agreement. The patient was happy for the use of video to help with resolution and diagnosis. A specialist healthcare assistant monitored seizures and the videos correlated with electroencephalography (EEG).

2.6. EEG {#sec2.6}
--------

Runs of high amplitude slow wave activity were seen over the fronto- and mid-temporal region on the left side and occasionally on the right side. The patient experienced three of her habitual episodes during the EEG. She was asked to remember specific numbers during the seizure which she recalled after the event was over.

2.7. Differential diagnoses {#sec2.7}
---------------------------

▪Pseudoseizure▪Alcohol withdrawal related seizure▪New onset Epilepsy▪Epilepsy partialis continua

The eventual diagnosis of Epilepsia partialis continua was made following the video evidence showing evolution and prodrome.

2.8. Treatment {#sec2.8}
--------------

An emergency department SHO/SpR examined the patient first. The treatment of Phenytoin and Diazepam was then commenced. After examination by a Medical SHO & Consultant Neurologist, Phenytoin was stopped. They commenced Levetiracetam and Sodium Valproate as her seizures were ongoing. The seizures eventually stopped following the change in treatment regimen, shown in [Table 2](#tbl2){ref-type="table"}. She was not given Chlordiazepoxide as she was not in acute alcohol withdrawal. The patient completed a course of 1.2 mg IV Co-amoxiclav for her community acquired pneumonia and remained in hospital for 10 days.

2.9. Outcome/follow-up {#sec2.9}
----------------------

Patient remains seizure free. Outpatient follow-up is ongoing.

3. Discussion {#sec3}
=============

This case presented a progressive elimination of various differential diagnoses, whilst also highlighting the problem of heuristics. The objective examination and subjective responses of the patient were not consistent. For example, her claim of not remembering the events, opposed the evidence of her memory of the event during the EEG.

It is at the margins where diagnoses are unclear that clinicians become doubtful of patient accounts. Therefore, clinicians often employ their own experience to determine a fitting diagnosis. Heuristics refers to these cognitive shortcuts that allow such decisions to be reached, especially in conditions of high complexity, uncertainty or limited time. Clinicians are susceptible to making mistakes, considering that human reasoning is prone to predictable errors. Understanding the cognitive psychology of errors might help in improving clinical judgement [@bib5].

The history of alcoholism and lack of any substantial history of epilepsy, either current or previous, left the team considering whether this was an alcohol induced event or a pseudoseizure. If such atypical seizures were assumed to be pseudoseizures secondary to a patient wanting to be on benzodiazepines then the diagnosis would have been missed. Alcohol dependence is a feature in medical histories that creates an impression of patients even before meeting them. This presumptuous and dangerous position will often cause patients with serious underlying pathology to be ignored. The phrase "alcohol excess" on a medical history is enough for some clinicians, especially juniors, to forgo organic pathologies in place of perceived relapses into addiction.

Heuristics act as the 'intuitive judgement' that clinicians employ to quickly achieve a diagnosis. These shortcuts influence doctor\'s perception of the probability of a specific diagnosis [@bib6]. There are many types of heuristics, but only the three most relevant to this case will be focussed upon.

4. Anchoring {#sec4}
============

4.1. Theory {#sec4.1}
-----------

This is where decisions of a diagnosis are based on the first piece of information presented. Conclusions are formulated regardless of new information being revealed. Anchoring causes clinicians to come to a diagnosis from initial judgements and accordingly, information learned later may be overlooked [@bib7].

4.2. Application to the case {#sec4.2}
----------------------------

This patient was taking Citalopram and Zopiclone with a previous history of alcohol abuse. When considering this, it is easy for a clinician to create an anchored impression of a depressed alcoholic who potentially abuses addictive drugs such as Zopiclone. Thus, such a patient is now presenting with a seizure which could be a rouse to obtain further controlled drugs.

5. Representativeness {#sec5}
=====================

5.1. Theory {#sec5.1}
-----------

In this heuristic, conclusions of a diagnosis are determined from common features seen in typical cases. When clinicians have previously seen similar cases, they have the tendency to judge the situation through the lens of such typical cases [@bib7; @bib8]. Therefore, atypical cases can often get neglected.

5.2. Application to the case {#sec5.2}
----------------------------

This patient\'s history of alcohol abuse was a red-herring in this case. Since clinicians would compare the past history of alcohol dependence in this patient with that of previous typical cases. Hence, assuming that this was a pseudoseizure or seizure associated with withdrawal. However with atypical cases, determining a diagnosis based on prior cases with similar patient histories can cause incorrect diagnoses, and inappropriate treatment.

6. Conformation bias {#sec6}
====================

6.1. Theory {#sec6.1}
-----------

This is a type of heuristic in which conclusions of diagnosis are based on personal experience. Clinicians unconsciously make decisions based on their own viewpoint and refer to information that supports their diagnosis. Hence, they favour conclusions that support their own hypotheses [@bib9].

6.2. Application to the case {#sec6.2}
----------------------------

The patient uses addictive medication with a history of depression and previous known alcohol abuse. This provided a clinical image of a patient presenting with a pseudoseizure in order to obtain controlled drugs. Once this hypothesis was established, the contradicting patient responses became another reason in not believing that this case was rooted in organic, albeit rare pathology.

7. Conclusion {#sec7}
=============

Overall, this report highlights that cases which are challenging to diagnose are further complicated by the presence of stereotyping and ignorance. In order to provide the best care for patients our own prejudices as doctors must be identified, and steps generated in preventing them from clouding clinical judgement.Learning points▪Video evidence is crucial in differentiating between the diagnosis of pseudoseizures and Epilepsia continua partialis.▪Always consider multiple hypotheses and remembering that a patient\'s presentation can be atypical.▪Do not jump to conclusions and seek out evidence that challenges your initial diagnosis.
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###### 

Patient\'s blood results against normal values.

  Parameter                              Patient\'s result   Normal values
  -------------------------------------- ------------------- ------------------
  White blood cell count (WBC)           10.1                4--11 × 10^9^ /L
  Haemoglobin (Hb)                       143                 115--160 g/L
  International Normalized ratio (INR)   1.2                 0.8--1.2
  Serum sodium (Na)                      135                 135--145 mmol/L
  Serum potassium (K)                    4.1                 3.5--5.0 mmol/L
  Creatinine (Cr)                        73                  70--150 mmol/L
  Gamma-glutamyl transferase (GGT)       200                 0--45 u/L
  Alkaline phosphatase (ALP)             100                 30--150 iu/L
  C-reactive protein (CRP)               13                  \<10 mg/L
  Thyroxine, T4                          22.5                10--23 pmol/L
  Thyroid Stimulating Hormone (TSH)      3                   0.5--5.7 mu/ml

###### 

Depicts the patient\'s treatment regimen.

  Seizure phase       Investigations performed   Treatment regimen                                                       Outcome
  ------------------- -------------------------- ----------------------------------------------------------------------- ------------------------------------------
  Tonic phase         CT, MRI and bloods         1.Diazepam PR 2 mg + Diazepam IV 10 mg STAT2.Phenytoin PO 150 mg STAT   The seizures frequency settled at 30/day
  Focal motor phase   LP and video evidence      3.Sodium valproate 800 mg BD4.Levetiracetam 1 g BD                      Seizures then ceased altogether
